Mr. ETHELBERT FLINT (Leeds). THE object of the following statements (which for the most part embody Sir Berkeley Moynihan's opinions) is to show that only in a few selected cases of intestinal stasis can success be expected to follow colectomy; and by colectomy I mean hemicolectomy. Complete colectomy is an operation which has never commended itself to Sir Berkeley, for reasons to which I will refer later.
The attitude we have come to assume towards stasis after a fairly large experience both operative and otherwise, is that it is not commonly a disease in itself; but that it is part of a general nutritional or metabolic disorder, probably arising from a deficient and ill-balanced diet; the effect of which is felt by the colon in common with many of the other organs of the bodymore especially of the endocrine system. This view is held (tentatively it is true) partly because the results of surgery are on the whole unsatisfactory since it does not seem to reach the root of the disease, and partly because recent work seems to indicate a nutritional causation, which can be dealt with by a less drastic and more efficient method of treatment.
You will see from the statistics that there are sixty-nine cases of colectomy. To these may be added eighteen of my own in which the results, so far as I have been able to obtain them, agree in the main with Sir Berkeley's. In my series there were no deaths, so that we have seventy-eight cases with a mortality of 2 5'per cent.
With regard to the colon, it has been said by Metchnikoff and Sir Arbuthnot Lane that it is a degenerate structure, one which mankind would be as well, if not better, without. As our knowledge of the functions of the colon is very incomplete, this is a bold statement to make. Sir Arthur Keith has pointed out that the glandular structure put into a mass would form a gland larger than the pancreas, and the muscular tissue a muscle bigger than the biceps of a blacksmith, and he remarks this is not the sort of thing one would expect in a degenerate organ. I might add that the blood supply is on so lavish a scale that it is almost impossible to render it bloodless during surgical [March 22, 1922. operations: and that this again points to some very real usefulhiess on the part of this organ.
The colon is therefore apparently endowed with some important functions, one being that of the absorption of fluid. After removal of the whole colon Nature sees that the body still gets its supply of water, this function being taken on presumably by the ileum. This is, I believe, the reason why it is so common to get a return of constipation after colectomy, for as the fundamental cause of stasis affects small as well as large intestine, we merely shift the trouble back; either water must be lost in diarrhcea, or it is retained with inspissation of the feceg in the ileum. An attempt has been made to get over this damming up in the lower ileum by retaining the ileocaecal valve; with what success I cannot say, as I have never seen it practised. But one would expect it to make little difference in the end, for whether the valve be retained or not the patient must absorb water, and if he cannot absorb it from the large intestine owing to its removal he must do so from the ileum, and so the inspissating process is continued in the small intestine.
Removal of an important organ, although diseased, must confer some compensatory benefit upon the patient, if such an operation is to be justifiable. I am afraid this is exactly what one cannot claim in the greater number of 'cases of colectomy for stasis.
When an operation, performed by skilled hands, produces complete cure one is entitled to claim that surgery is the proper treatment; operations in this category are, amongst others, cholecystectomy and choledochotomy for gall-stones, partial gastrectomy for gastric ulcer, gastro-enterostomy for duodenal ulcer, &c. When, however, a large percentage of cases, and indeed, the larger percentage, as in the case of colectomy for stasis, is shown, at the best, to be only partially relieved we may claim that that particular surgical procedure is not only wrong, but probably founded on a false conception of the pathology of the disease, and it becomes necessary to discover where we have gone wrong.
Sir Berkeley Moynihan's results show quite clearly, that his successful cases were suffering from a chronic mechanical interference due to constricting bands across the ascending colon, usually in the neighbourhood of the hepatic flexure; and microscopic examination revealed an alteration in the neuromuscular mechanism of such a nabure as to render'the muscle less able to move on its contents. The colon and cecum were always voluminous, thick, soggy and full of pultaceous faecal material. The partial successes and failures only exceptionally showed this condition and probably represent those cases in which changes had gone on to extreme degrees in other organs, the liver' for example.
One of the strongest arguments against colectomy for stasis is the scepticism with which it is regarded by most surgeons. It is certainly done with less frequency now than three or four years ago. When surgeons of the first rank believe they have discovered a sound operation the number of cases upon which they perform it tends to increase progressively in each succeeding year. Though colectomy had its vogue some few years back, it is less frequently practised now. This is certainly the case in Sir Berkeley Moynihan's clinic, though the type of patient upon which he used to perform the operation is seen by him quite as often as before.
The same view is expressed in another way.' Many surgeons are forsaking colectomy for colopexy; not, I think, entirely on account of the greater severity of colectomy, for the mortality is after all not more than 2'5 per cent.; but mainly, I believe, because of the unsatisfactory results they obtain. I might add, that in my opinion colopexy is no more likely to survive than colectomy; indeed it may suffer an earlier demise, for there can be little sound sense in fixing an organ which is naturally mobile.
Sir Berkeley Moynihan is inclined to attribute his failures to the removal of the colon, when in reality it was only one of many diseased parts, the whole being what is now called " deficiency disease."
Recently a great deal of work has been done in relation to this problem.
McCarrison, especially, has produced very convincing evidence showing gastrointestinal lesions strikingly similar to those described by Sir Arthur Keith in intestinal stasis. Further evidence is forthcoming from the deficiently-fed prisoners of war, who presented symptoms closely allied to those of the ordinary civilian case of chronic intestinal stasis, and also showed X-ray evidence of stasis. I have seen several of these cases amongst pensioners. More experimental work is needed to establish the identity of deficiency disease with many of the cases of so-called colon stasis, but what has been done points strongly to such identity. It is hardly necessary to multiply instances of ill health of the gastrointestinal type due to deficient diet; it is at least possible that the effects of such a diet acting over many years, and especially I believe in the earlier years of life, may be responsible for some colon stasis cases, particularly when we consider that very similar results have been experimentally produced.
No doubt a time arrives eventually when the morbid processes have produ6ed changes so profound as to have become unalterable, and only then is it proper to do colectomy; but unfortunately the pathological state is not confined to the colon, and so only under special circumstances will colectomy give satisfactory results. I think this is the explanation of the success achieved in the first group of Sir Berkeley's classification-where we have the soggy. obstructed type of cacum-a veritable cesspool-the removal of which may quite well be ridding the patient of his principal area of disease; it may also explain the poor results in patients who do not present this type of cecum.
In this case there is less of a focal character about the disease.
Is it possible to predict the state of affairs before operation ? I think it is in most cases. All types present certain symptoms and signs, which it is unnecessary to enumerate; they are familiar to everyone. But the patients who will receive benefit from colectomy have certain distinguishing features. They are more obviously poisoned people, as evidenced by marked wasting, aneemia, outbreaks of septic skin conditions, low blood-pressure, foetid breath, &c.; and locally one can feel the distended " squelchy" coacum; X-rays will show stasis of the barium meal for forty-eight to ninety-six hours in the coecum and ascending colon, its progress beyond that point being very slow and giving the impression that it has been held up by some obstruction.
These are the features which were more or less common to the class coming under the heading of soggy, obstructed c.cum and giving good results.
When stasis exists, but X-rays show barium in the descending colon and sigmoid within this same time limit, I believe colectomy is never indicated.
Indeed the cause may be a very simple one as illustrated by two of Sir Berkeley Moynihan's cases. In two cases of grave intestinal stasis sent to him for colectomy during the periods covered by these statistics the radiographs showed a general distension of the whole colon, with greater enlarge-ment of the sigmoid and rectum, and a delay of many days in emptying. Both cases were cured at once by stretching the sphincter. In one case a chronic fissure had been present for five years; defecation was so painful that it was almost intolerable. Evacuation was then a protracted and painful procedure. Examination of the rectum had never been suggested, though medicinal treatment had been varied and drastic. The sphincter was so tight that examination was impossible without torture. An examination of the rectum and anus should often be made in the absence of any indication, and always if there is the slightest suggestion as to its necessity; it should always be infinitely gentle. If it is prevented by an excessively tight sphincter no effort should be made to overcome the muscle which is on guard against attack on some diseased condition. Our diagnosis is then made not by the examination but by the urgent resistance to it. An examination under gas is necessary. In this case it revealed an old hard fissure, the sphincter was stretched, the stasis cured and 4j st. added to the completely recovered patient in six months. No case of colectomy for stasis was ever so speedly and completely successful.
The loose, floppy colon associated with stasis in the condition called visceroptosis is not likely to be cured by colectomy, though it is for this state of affairs that colectomy is often done.
The mere presence of a loosely attached colon is no justification for assuming that gastro-intestinal symptoms arise from it. I have examined hundreds of cases both at operation and in the post-mortem room, and have found that in at least 75 per cent. a length of mesentery of 1i inches or more is present-even in cases in which during life there has been no stasis. Moreover, the cecum is rarely found in the true pelvis-it often appears to be when inspected through an operation wound, but closer observation will show that it has passed forwards and inwards-and is apparently swinging on the ileocolic vessels as an axis. When one remembers that the limited space in the true pelvis is occupied by many coils of small intestine, by the rectum and by the bladder, which is rarely in the collapsed state for long, and in the female by the uterus, &c., it would be surprising if so voluminous a structure as the air-containing cecum frequently entered the pelvis.
I hold that viscera receive support from the abdominal wall, not from their mesenteric attachments; and loss of' tone in these muscles is often 'only a part of the same process as that which produced the stasis. It is easy enough to drag the ceecum through an abdominal wound and show peritoneal lines of stress caused thereby, but with the viscera inside the abdomen I have not been able to get the room necessary to develop these stressing forces.
The operation, upon which these reports of colectomny are founded, has always been of the same type-viz., hemicolectomy. The last 4 to 6 in. of the ileum together with the cscum, ascending colon and proximal half of the transverse colon were removed, the cut ends crushed in a Parker's or Payr's clamp and invaginated with a Pagenstecher suture at first around the clamp, and after slipping this out and tightening the suture, it is continued back, picking up the serous coat to the-point at which it was started, drawn up and tied, acting as a purse-string suture. A lateral isoperistaltic anastomosis was made close to the inturned ends, so as to leave no cul-de-sac. No drainage has ever been used, and the wounds have always healed by first intention. Any infection which is said to occur in these cases is from the opened intestine, and is therefore preventable.
One precaution is taken, especially with a view to preventing adhesions and that is first of all to separate the omentum from the part of the transverse colon to be removed, reproducing the foetal state in fact, and at the end of the operation it is shrouded around the anastomosis and invaginated bowel ends. The immediate results as regards the action of the bowels was varied. Sometimes a normal type of evacuation was set up at once, sometimes a rather loose motion was produced, and again in other cases the bowels were not moved without aperients. The ultimate result in most cases which did not progress favourably, was' a return to obstinate constipation. There was no case of prolonged and uncontrollable diarrhcea, though there was a loose motion in two cases.
Complete Colectomy.-This is an operation which we have hardly ever practised in Leeds except after that very unscientific operation, ileo-sigmoidostomy. Holding the view, as we do, that the main seat of disease is on the right side, we have never leaned towards the performance of complete colectomy. We never see the soggy state on the left side as it occurs in the cecunM.
Indeed, usually the intestine here appears quite normal, the spastic state spoken of by some surgeons does not seem to us to be anything beyond what is normally seen.
It is a significant point, indicating, I think, that the colon is only a part of stasis disease, that most of the cases I have seen after complete colectomy have had constipation as obstinate as before. I particularly emphasize this point, because it is obviously unfair to blame the rema,ining half of the colon if constipation persists or returns after hemicolectomy, when it is so common to see it after removing the whole of the colon.
If a return of constipation were the worst to be feared after complete colectomy, it would not be a very serious criticism to level at it; but there are at least two infinitely more severe charges to be brought against it. One is the mortality, and the other is inveterate diarrhcea. Lord Dawson, who I have no doubt has seen a considerable number of the results of complete colectomy, says, "Its failures, not a few in number, are sometimes apt to be such dire failures as to mean for the patients misery and suffering little capable of alleviation." By this I presume he means diarrhaea amongst other things. It would be infinitely less of an evil to continue with the most obstinate constipation than to have it converted into what I believe some of these poor unfortunate individuals call the lavatory habit.
The other serious drawback to this operation is the mortality. It is difficult to arrive at an exact percentage, but surgeons, as a whole, I am sure, have the impression that it is very high. As I have already said, in Leeds we hardly ever do this operation, and our figures are therefore of no use for drawing conclusions.
Our conclusions are:
(1) Intestinal stasis is probably only a part of a general malnutrition due to a deficiency disease.
(2) Removal of the colon can only be of use when it is acting as an obvious cesspool.
(3) This condition arises when there is a soggy, thick, and full cecum, together with a band across the ascending colon.
(4) This is found only in a limited number of the whole number of stasis cases, and this type can usually be differentiated from the other types, for example, the merely loose colon, before operation.
(5) When this particular type is present, it can be confidently expected that hemicolectomy will yield a good result: or at the worst, the patient will consider that the operation has been worth while.
(6) When this type is not present, we no longer practise colectomy; believing that the looseness of the colon is a matter of no importance.
(7) Under no circumstances is total colectomy recommended. The most brilliant results, when they occur, are no better than the excellent results which follow some cases of hemicolectomy, and the bad results are infinitely worse than anything ever seen amongst the bad results of hemicolectomy. The latter operation, at any rate, never makes the patient worse.
The mortality of hemicolectomy is about 2'5 per cent. I think this is less, to say the least, than the mortality after complete colectomy.
SIR BERKELEY MOYNIHAN'S CASES OF PARTIAL COIIECTOMY FOR
INTESTINAL STASIS. The list of cases includes all those submitted to the operation of colectomy or ileosigmoidostomy for stasis, or its results, up to the end of 1920. In all 68 cases were operated upon-60 were cases of primary colectomy, and 6 were cases of ileosigmoidostomy. Of the 68 cases, 21 were males; 47 females. Of the 68 cases, 2 cases of colectomy died as the result of operation, 1 three days after operation, the patient being a thin, weakly individual of low resistance for whom I ought to have performed one or more direct transfusions of blood. It was an error of judgment to operate upon so weak a patient for a condition that did not threaten life. Now we always improve the pre-operative state of this type of patient by the administration of large quantities of glucose, and sometimes by direct transfusion of blood.
The second patient died of pulmonary embolism on the fourteenth day, when, as is usual in such cases, all things had progressed most satisfactorily up to the moment of the dramatic and unexpected end.
No case of ileosigmoidostomy was fatal. From the 66 cases remaining, replies to our inquiries have been received from 43. Of these 43, 37 had been submitted to primary colectomy; 6 had been submitted to primary ileosigmoidostomy.
The results in the 37 cases of primary colectomy were as follows:-(a) In 15 cases the results were " good " " very good " or " excellent," to use the patients' or the doctors' words: 6 were males, 9 females. In all thcre had been a gain of weight varying from 1J to 4 st.; there was no indigestion, flatulence or discomfort; the bowels acted normally; there was full capacity for work and enjoyment. In all these cases gross mechanical difficulties had existed, and the caecum was full, blue, soggy, dependent and obstructed; not all patients who had these conditions were improved; but all who were improved had such conditions. (b) In 16 cases the result is called " fair." The patients were better in general health but occasional heartburn, flatulence and discomfort were present. Some patients had diarrhoea; some constipation as badly as before. In none was there a substantial gain in weight; many of the patients were grateful for the benefit though none were in vigorous and sustained good health.
(c) In 6 cases the result is "poor " or " bad." The patients are still ailing, complaining, miserable; weak, thin, and unfit. I think all are examples of " deficiency diseases."
The results in 6 cases of ileosigmoidostomy were as follows: (a) In 2 the result is stated to have been " good"; in one of these at the end of two years regurgitation into the ascending colon caused the formation of a tumour due to a soft frecal mass. Complete colectomy was performed for this elsewhere and the patient died.
(b) In 2 the result is said to be "fair" in one, "not much improvement" is recorded in the other.
(c) In 2 the result is " poor"; in one of these I performed complete colectomy afterwards; the early result after that operation was good, but the patient is now no better than before her first operation. This case is not included in those of primary colectomy.
Keith: The After-results of Colectomy On these patients the following previous operations had been performlled:
(1) Colectomly Cases.-The appendix had been removed without benefit in 17 cases; of these, later improvem-lent by colectomy is reported in 7 ; colectomlly without imIprovement, 4.
(2) Iteosigmouiiostonig1 Cases.-The appendix had been removed without benefit in 5; of these later improvement by ileosignmoidostomy is recorded in 2.
(3) In both colectomy and ileosigmoidostoimy cases: (a) various pelvic operationscuretting, o6phorectoiny, ventrifixation, had been performed without benefit in 5; (b) nephropexy, without benefit, had been performed in 2.
The state of the cecunii and ascending colon was as follows (in somiie cases colnditions placed in two or more categories were present):-
(1) Constricting bands across the colon just below the hepatic flexure, usually with large, blue, soggy, overfull cwcuiii, with delay in onward passage of contents, as shown by radiographs, of 48-96 hours. This constricting band runs froml the parietal peritoneum in the outer side of the ascending colon downwards and inwards and is lost on the upper surface of the ileal inesentery often in close association with the glands so frequently found here. It illay be a congenital condition wllich, possibly, would not give rise to any delay were it not that the cololnic neuro-mnuscular mnechanism degenerates, and becomes unable to push its contents past.
All results were good or fair, 20 cases.
(2) Cwecum an-d ascending colon fixed, no mesocolon, 7 cases.
(3) Common inesentery to ileuini and asceniding colon, with v-ery loose and mi-obile cecum and colon, 18 cases. (4) " Cracker colon," the name we give to an ascending colon turned to right and left alternately, the turns being packed on top of the other as in a firework cracker, and held together by strong adhesions, 5 cases.
(5) Adhesions round the cwcum, appendix and ileum, including Lane's kink, 14 cases.
(6) Mesenteric glainds caseating and tuberculous, in ileocaecal angle and along the ileocolic artery, 12 cases.
Professor Sir ARTHUR KEITH, F.R.S. It is owing to Sir Berkeley Moynilhan, Mr. Tyrrell Gray, Sir Gordon Watson (President), and several otlher surgeons, that I am able to contribute to the present discussion. They have forwarded the parts of the great bowel removed by operation to the Museum of the Royal College of Surgeons, wlhere a macroscopic and microscopic examination of the degree of disorganization shown by the varying specimens has been made and the results recorded. The colons removed can be classified into two groups. The first group contains those showing an intense degree of inflammatory infiltration, being in the condition to whichi Sir Berkeley Moynihan lhas given the apt term of "soggy." In these all the coats of the bowel are affected, the incidence of the disorder falling particularly on the interglandular retiform tissue of the mucous coat. Instead of being an open cellular network this tissue lhas become crowded by the proliferation of its constituent corpuscular elements. The mucous cells lining the absorbent surface of the bowel, as well as those withiii the tubular glands, are irregular in form and abnormal in structure, but anything of the nature of ulceration is very rarely noted. The fibrous elements of the submucous coat are greatly increased in amount. The muscular coats showed the results of inflammatory changes, the cellular elements of Auerbach's plexus being degenerated in many areas. The peritoneal coat is thickened, and clearly the seat of chronic inflammatory changes. These appearances are not confined to the colon; the lower end of the ileum and the caecum show them to the greatest extent. The state of structural disorganization in this group of colons
